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Despite the progress made in health care in the
last several decades in America, there continues to
be a significant disparity in morbidity and mortal-
ity between blacks and whites. Furthermore, there
is a direct correlation between poverty and in-
creased morbidity and early mortality. The com-
plications of poor nutrition, inadequate housing,
lack of employment, stress-laden environments,
and other "satellites" of poverty cause increases
in the use of health services and the cost for that
care.

With the inception of Medicare in 1965, em-
phasis was placed on access and availability of
health care. The focus of health care has most re-
cently been on cost containment. Out of this em-
phasis there have been changes in the health care
delivery system. Many competitive health care
organizations, emphasizing care for the least
amount of dollars for the largest number of people,
have been initiated (HMOs, PPOs, etc). These are
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usually prepaid, contracted health services with
some kind of volume guarantees or exclusivity
agreements in exchange for reduced rates.

Competitive health organizations have greater
success with economically advantaged young
people, who are less likely to be high consumers of
health services. Poor elderly and minorities with
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increased demands for services are less likely to
be included in these plans. In addition, providers
of potentially high-risk users-poor, minority, el-
derly, and disadvantaged-are frequently ex-
cluded from these plans. The program of reim-
bursement for hospital patients, Diagnostic Re-
lated Groups (DRGs), is especially designed for
the least sick and for the patients who can be main-
tained in home environments while recovering
from acute illnesses. Providers who render serv-
ices to a significant number of poor patients find
themselves inadequately reimbursed because
minority members tend to seek care later than
more advantaged groups, with the result that
illnesses are more severe, with multiple complica-
tions. Some hospitals limit the number of "exces-
sive service users" by admissions quotas, and
some limit these patients by excluding physicians
from their staffs who are potential "high-risk" pa-
tient providers. This limits access to health care by
poor minorities and by physicians who are pre-
dominantly providers of health care to poor pa-
tients.

Many of the newly initiated health organ-
izations' participants must relinquish their free-
dom of choosing providers, and thereby, may be
giving up quality and quantity of services. For the
participant in a health crisis, this access to limited
services may come too late to make any other
choice.

There continues to be a lack of emphasis on
prevention of illnesses, especially in minority
communities where attention is directed, by
necessity, on day-to-day survival and where little
emphasis is placed on programs for "staying"
healthy. Despite the availability of preventable
measures (eg, vaccines, immunizations, etc), there
continues to be large numbers of unprotected chil-
dren, especially children of minority groups, in the
United States. The high infant and maternal mor-
tality rates in blacks could be decreased with
adherence to preventable measures, including
protection with immunizations, prenatal health
care, and avoidance of lifestyles that are adverse
to good health. With the shift of responsibility of
health care maintenance from the provider to the
consumer, much education as well as providing
other programs in the minority communities are

necessary. Competitive health care organizations
that reduce cost and limit choice are not the an-
swer for disease prevention or health promotion in
the minority community.

I propose that education of the public-
outreach programs to provide immunizations, and
coalitions with groups, agencies, organizations,
and churches-is needed to improve the health of
minority communities.
The National Medical Association with the Na-

tional Council for Negro Women launched an im-
munization program a few years ago. That pro-
gram was successful but needs to be continued and
expanded. With a program coordinated by the
National Medical Association National Office, the
constituent and component societies of National
Medical Association could rededicate their efforts
to have every child appropriately immunized.
With this program of providing care to minorities,
emphasis should be placed on prenatal health care
also.

I announced in July 1985 in Las Vegas a pro-
gram for the National Medical Association called
"War on Lifestyles Adverse to Good Health."
This program is snowballing with the help of the
news media, sororities, and other organizations. It
is hoped that the benefits of this as well as other
programs will bring about positive change in
minority communities. This program to insure
protection to all for the preventable diseases and
the avoidance of lifestyles that are adverse to good
health would significantly improve the disparity of
morbidity and mortality between blacks and
whites in America. Blacks live 5 to 7 fewer years
than whites. Infant mortality is also significantly
higher in blacks than in whites.

The rate of cancer continues to increase in
blacks in direct relation to participation in life-
styles that include smoking and lack of proper diet
adherence. Hypertension continues to increase
the morbidity and early mortality of blacks. Diet
adherence could improve the treatment of high
blood pressure, and could conceivably prevent fu-
ture increases in hypertension.

The concern of escalating health care costs is
really the concern for who is going to pay for the
care of the indigent and how much they are willing
to pay. The cost of health care could be reduced

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION, VOL. 78, NO. 1, 1986 19



PRESIDENT'S COLUMN

with the prevention of illness and complications of
illnesses. More innovative programs are necessary
to have health care accessible to the minority
community.

In considering mechanisms for providing serv-
ices for minority communities, often the availabil-
ity of providers is overlooked. With the "over-
supply of physicians" in America, fewer than 3
percent are black. It is a documented fact that
black physicians tend to place their offices in areas
where there are minorities, the poor, the elderly,
and the disadvantaged. With lack of black physi-
cians to locate their offices for easy accessibility to
these disadvantaged patients, care for them be-
comes diminished. More efforts must be directed
to improve the applicant pool of minority medical
students, and more aggressive efforts must be
made to have those admitted graduate as physi-
cians, properly trained in various selected spe-
cialities to render a range of services.

The whole system of health care delivery is
evolving. To have an effective health system in
America, all persons involved must be included in
the planning. When educated and informed, the
consumer can make choices to most effectively
use the dollars spent for health care. When the
consumer has freedom of choice, providers are
challenged to give quality health care for the least
cost, third party payers and the government are
stimulated to provide education and preventive
measures, including immunization programs and
programs to change lifestyles adverse to good
health. All of us and others of the same conscious-
ness must provide the leadership to see that pre-
vention of diseases and promotion of good health
in the minority community become a reality. The
improved advances in technology, the acquired
knowledge in health care must not be limited to a
select few, but rather accessible to all. Poor health
for some is a threat to the security of all.

Providers of health care to the minority com-
munities must continue to advocate freedom of
choice for the consumer and must continue to ad-
vocate access of quality health care at an afforda-
ble cost. Providers must plan programs that will
help prevent disease-immunization, proper nu-
trition, adequate housing-and eliminate lifestyles
adverse to good health such as smoking and drug
abuse.
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